lysis, platelet stickiness, X-rays of cervical spine, chest, hands, barium swallow, blood urea, creatinine clearance and pulmonary function.
Comment
This patient has long-standing thrombocytopenia and Raynaud's phenomenon of recent onset. We have been unable to demonstrate any underlying systemic disorder, such as systemic lupus erythematosus, which might relate the two conditions and it would appear that the patient's hematological abnormality is that of familial idiopathic thrombocytopenic purpura. A study of the literature has failed to reveal any reported association between Raynaud's phenomenon and idiopathic thrombocytopenic purpura.
Familial idiopathic thrombocytopenic purpura is a rare entity (Witts 1932 , Wintrobe et al. 1937 , Ata et al. 1965 . The most likely mode of inheritance is an incompletely penetrant mendelian dominant. Although this patient gives a strong family history of a bleeding tendency, thrombocytopenia has been demonstrated conclusively only in the patient herself, her mother, and her sister. We have, however, been unable to investigate other members of the family who are either dead or in Australia.
Cold Vasculitis I Sarkany FRCP and A L Macmillan BM MRCP (Royal Free Hospital, London)
Man aged 33. Technical college instructor History: For three winters he has suffered from painful swellings associated with a rash affecting predominantly the fingers, toes and face. These are provoked by cold. In an attack, sausageshaped swellings of the fingers (Fig 1) persist for twelve hours to three days and are often succeeded by a maculopapular rash. Swelling of the fingers prevents use of the hands and involvement of toes and soles makes walking painful. The rash and swelling are not helped by chlorpheniramine, ephedrine or atropine but prednisone in a dose of 20 mg taken at the onset of an attack appears to shorten its duration.
On examination during an attack his fingers, hands and elbows were markedly swollen with a dusky colour, particularly over the proximal interphalangeal joints. The knees and calves showed a red maculopapular erythema multiforme-like rash.
Application of a cube of ice for 2, 15 and 30 minutes did not reproduce the skin lesions. Nor were they reproduced by immersion of a hand in water at 4°C or 15°C or by exposure in a cold room for 25 minutes at an air temperature of 3°C. Examination of his eyes (Mr J D Abrams, Royal Free Hospital) showed a superficial punctate keratitis.
Investigations: Detailed investigations including blood tests, sedimentation rate, a search for LE cells, antinuclear antibodies and serum proteins showed no abnormality.
Histology (Dr E Wilson Jones): Early lesion removed from elbow (biopsy carried out two hours after onset of skin changes): 'Throughout the dermis there is marked extravasation of polymorphs and a smaller proportion of eosinophils. Although damage to vessels is not obvious, I think this must be regarded as a form of vasculitis. The changes are not those of erythema multiforme.' Biopsy of a late lesion (5 days) on the calf: 'The histology is typical of a necrotizing leukocytoclastic angiitis. There are fibrinoid vascular and perivascular changes and a dense polymorph infiltrate. The epidermis is spared and there is Dr T J Ryan: The permeability of the vessels of normal skin is influenced by cold and this may be more obvious in pathological states when other factors influencing permeability are introduced. A patient shown here in 1963 (Ryan, 1964, Proc. roy. Soc. Med. 57, 45) , and later at a meeting of the British Association of Dermatology in 1966, was very much disabled by purpura which was predominantly influenced by cold. Each lesion was initially urticarial and became purpuric only after several hours. The only significant finding was an abnormal degree of painful wealing following the intracutaneous inoculation of her own platelets. This did not occur after intracutaneous inoculation of whole blood or red cell stroma.
Vasculitis as exhibited by today's patient is presumably caused by some immunological or pharmacological imbalance. Cold may be encouraging the increase in permeability of the blood vessels. It is not necessarily the primary cause of the condition. Dr Macmillan: Inoculation of the patient's own blood did not reproduce the lesions. Recurrent Non-scarring Pressure Panniculitis I Sarkany FRCP and A L Macmillan MB MRCP (Royal Free Hospital, London) Woman aged 37. Housewife History: For five years she has had crops of tender nodules on the legs and arms. The palms and soles are spared. These nodules are asymmetrical and appear spontaneously or 2-12 hours after local pressure or a knock. There is no systemic disturbance. The nodules persist for up to eight days and resolve completely. Treatment with antihistamines was ineffective. Prednisone in a daily dose of 15 mg suppressed the appearance of fresh nodules for 48 hours but, in spite of continued administration of the drug, new lesions then appeared. Similar transient remissions were produced by methysergide 8 mg daily and cyproheptadine 16 mg per day. Histology: There is an acute panniculitis (Fig 1) . Subcutaneous fat is infiltrated with acute inflammatory cells. No vasculitis is seen and both the dermis and epidermis appear normal.
Comment
We have been unable to find a previous description of an exactly similar clinical picture associated with the histology of panniculitis. The name of recurrent non-scarring pressure panniculitis is proposed for this entity.
Dr P J Ashurst: I note that this patient has had an enlarged thyroid for approximately the same period as her skin disease. Would it not be worth while investigating the possibility of an abnormality in thyroid metabolism? Dr Macmillan: I interpreted the lump in her neck as an enlarged lymph gland as it did not move on swallowing and was not connected to the thyroid gland.
